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DEPARTMENT OF HEALTH SERVICES - INDEPENDENT REVIEW 
SERVICES: MEDICAL MALPRACTICE AND RISK MANAGEMENT 
STUDY IMPLEMENTATION PLAN 

On August 17, 2010, your Board instructed the Chief Executive Officer 
(CEO), in conjunction with the Department of Health Services' (DHS) 
Chief Medical Officer and Quality Improvement team, to develop an 
implementation plan to execute the most significant issues addressed in 
the Abaris Group (Abaris) report dated August 13,2010, and report back 
to your Board within 60 days with a plan and timetable. The tasks 
identified in your Board's motion addressed several areas, including 
patient safety, policy and procedure, and organizational structure. The 
CEO submitted a report in response to that motion on October 28, 2010. 

This report is a status update on implementation progress for the tasks 
identified in the motion. Since the last report five additional tasks (Patient 
Safety Tasks 8, 9, 10 and 11 ; and Organizational Structure Task 6) have 
been completed. 

PATIENT SAFETY 

Tasks 2, 8, 9, 10, and I I: create a database to track patient safety 
trends among all facilities, including a dashboard; create a public 
"Quality and Patient Safety" website; define goals and evaluate each 
County hospital against established state and national standards; 
engage focus group of patient care advocates (PPAs) to help develop 
dashboard presentation; and promote public reports designed to be 
meaningful to the general public as well as professionals. 

The status and implementation highlights for the noted patient safety 
tasks are as follows: I 








